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Tujuan Pembelajaran

 Peserta dapat memahami dasar — dasar Bantuan
Hidup Dasar

* Peserta dapat melakukan tindakan Resusitasi Jantung
Paru yang berkualitas

* Peserta dapat memahami Tatalaksana Lanjut
Resusitasi Jantung Paru (ACLS)
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e RESUSITASI

Suatu tindakan darurat sebagai suatu usaha untuk mengembalikan keadaan henti napas
atau henti jantung ke fungsi optimal guna mencegah kematian biologis (Ghofar, 2012)

e RESUSITASI JANTUNG PARU (RJP)

Usaha yang dilakukan untuk mengembalikan fungsi sirkulasi dan pernapasan yang sangat
bermanfaat bagi penyelamatan kehidupan dengan memberikan asupan oksigen dan
sirkulasi darah ke organ tubuh yang sensitif terhadap kekurangan oksigen, seperti Otak dan
Jantung pada orang yang mengalami serangan jantung, kecelakaan atau tenggelam.



SUPPORT

Q/ Tujuan BHD / BLS
)

Mempertahankan dan
mengembalikan fungsi organ vital

Mempertahankan hidup dan
mencegah kematian

Mencegah komplikasi akibat
kecelakaan

Mencegah tindakan yang
membahayakan
Melindungi orang yang tidak
sadar

Mencegah berhentinya
sirkulasi atau respirasi

Memberikan bantuan eksternal
terhadap sirkulasi & ventilasi
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Golden Period
Cardiac Arrest
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> BLS for Healthcare Providers Simplified Adult BLS Algorithm

American Critical Concepts for Healthcare Providers
Heart
Association.
" .
B I E ; for Healthcare Providers High-quality CPR improves a victim's chances of NET;';’JZ’.‘;' or
Quick Reference survival. The critical characteristics of high-quality no normal breathing

) (only gasping)
CPR include

C-A-B (Not A-8-C) e Start compressions within 10 seconds of

recognition of cardiac arrest.

¢ Push hard, push fast: Compress at a rate of
at least 100/min with a depth of at least 2 inches

'
Chest (5 cm) for adults, approximately 2 inches (5 cm) :
Compressions for children, and approximately 1%z inches (4 cm) heck oul
ulse
for infants. P
b
-

* Allow complete chest recoil after each
compression.

* Minimize interruptions in compressions
{try to limit interruptions to <10 seconds).

Airway
* Give effective breaths that make the
chest rise.

* Avoid excessive ventilation.
Check rhythm/
= @)
indicated

Repeat every 2 minutes
Breathing

KJ0201 311 @ 2011 American Heart Association  Printed in the USA




Adult BLS Algorithm

for Healthcare Providers

Unresponsive
No breathing or no normal breathing
(ie, only gasping)

Y

Activate emergency response system
Get AED/defibrillator
or send second rescuer
(if available) to do this

_—— — l —_ — — Definite
[ Check pulse: Pulse
| DEFIMITE pulse

| within 10 seconds?

Mo Pulse

L

Begin cycles of 30 COMPRESSIONS
and 2 BREATHS

¥

AED/defibrillator ARRIVES

—

High-Quality CPR
*» Rate at least 100/min

* Compression depth at
least 2 inches (5 cm)

= Allow complete chest
recoil after each
compression

= Minimize interruptions
in chest compressions

*» Avoid excessive
ventilation

= Give 1 breath every
5 to 6 seconds
= Recheck pulse

-
|
|
| every 2 minutes
|

- Chechk rhythm
"'L Shockable rhythm?

-

Shockable /

\ Not Shockable

Give 1 shock
Resume CPR immediately
for 2 minutes

Mote: The boxes bordered with dashed

Resume CPR immediately

Check rhythm every
2 minutes; continue until
ALS providers take over or
wictim starts to move

for 2 minutes

lines are performed by healthcare
providers and not by lay rescuers

Pediatric BLS Algorithm
for Healthcare Providers

Unresponsive High-Quality CPR
Not breathing or only gasping
Send someone to activate emergency

response system, get AED/defibrillator

= Compression
depth to at least

r.— — — — diameter of chast,
| Lone Rescuer: about 1% inches
For SUDDEMN {4 cm) in infants
|  colLLAPSE, and 2 inches (5 cm)
— activate in children
amergency = Allow complete
e response chest recoil after each
1 system, compression
get AED/ = Minimize interruptions
| defibrillator in chest compressions
- [ = Avoid excessive
i ventilation
' Check pulse: ] Definite o
| DEFINITE pulse Pulse
| within 10 1ds? »| * Give 1 breath every
_J 3 seconds

=
1

I . Add compressions
1 if pulse remains
[

[

I

I

¥ MNo Pulse

B0/ ith
One Rescuer: Begin cycles of = n

30 COMPRESSIONS and 2 BREATHS

Two Rescuers: Bagin cycles of
16 COMPRESSIONS and 2 BREATHS

and ventilation

2 minutes

[ =

= Rate at least 100/min

s anterior-posterior

poor perfusion despite
adequate oxygenation

* Recheck pulse every

=

¥

After about 2 minutes, activate emergency response system
and get AED/defibrillator (if not already done).
Use AED as soon as available.

- Check rhythm

Shockable rhythm?
Shockable 4 "

HNot Shockable

Give 1 shock
Resume CPR immediately
for 2 minutes

Resume CPR immediately
for 2 minutes
Check rhythm every
2 minutes; continue wnitil
ALS providers take owver or
wictim starts to mowve

MNote: The boxes bordered with dashed
lines are performed by healthcare

providers and not by lay rescuers



BLS for Healthcare Professionals

CABs of CPR

CPR ADULT & OLDER CHILD CHILD INFANT
(puberty and older) (1 year to signs of puberty) (up to 1 year old)
Verify Scene Safety Do not enter an unsafe environment. Call 9-1-1
— If victim is unresponsive, shout for help.
m Call 9-1-1 with mobile device, if available.
Send someone to find an AED.
If you are alone and do not
heve amobile device; leave If you are alone and WITNESS THE COLLAPSE
Activate 9-1-1 the victimto call. 9-1-1 first, Leave the victim to call 9-1-1 first, and look for an AED.
then look for an AED. Return to perform CPR
Return to perform CPR. 5 )
Simultaneously check for breathing & pulse for no more than 10 seconds.
NOTE: agonal breaths are not considered signs of breathing
Determine if victim is For children and infants, a pulse rate of less than 60 beats / minute is treated as no pulse.
breathing & has a pulse Check brachial artery on
Check carotid artery on your side of the victim’s the neck. inside of the victim's upper
arm near the armpit.
1 breath every 3-5 seconds

1 breath every 5-6 seconds Check pulse again every 2 minutes

Rescue Breathing If pulse less than 60 beats per minute, or perfusion

If victim has a DEFINITE
detectable pulse, but is not

Check pulse every 2 minutes.
remains poor, add compressions

For suspected opioid

breathing overdose, administer
naloxone, if available
1 rescuer: 1 rescuer:
If victim has 30 compressions : 2 breaths 30 compressions : 2 breaths
NO detectable pulse: 2+ rescuers: 2+ rescuers:
Begin CPR 30 compressions : 2 breaths 15 compressions : 2 breaths

Minimize interruptions

Use AED as soon as it arrives Use the AED as soon as it arrives

Compression rate 100 - 120 compressions per minute
1 rescuer: 2 fingers
2 hands on lower half of 1 hand or 2 hands on lower 2+ rescuers: 2 thumbs
Hend placement breastbone half of breastbone on center of chest, just
below nipple line
. . 1/3 the depth of the chest- | 1/3 the depth of the chest -
Compression depth 210:2:4:inches (5-6 cm) about 2 inches (5 cm) about 1.5 inches (4 cm)
Chest recoil Allow for full chest recoil after each compression
Minimize i Limit interruptions in chest compressions to no more than 10 seconds
N p— Turn on AED and follow instructions. Never remove the AED.

Per the 2015 updated AHA ECC Guidelines




Adult Basic Life Support Algorithm for Healthcare Providers

[ Werily scene salety. )

= Chieck for responsivensss.

« Shouwt for nearoy nelp.

s Actwate emerngency responss
system via mobile device
if appropriate).

* Get AED and emergency equipment
for send someons to do sol.

Mormal Mo normal = Prowide rescus bresthang,
breathing. Lok s rues b eathing bBreathing. 1 breath Eve-?-ssecmasm
MoniLor il | pulse felt or only gasping and check pulse Felt ) ;?]:feiﬁ;r;fgih P
emengency pulse [Simutaneousiy). . e :
respondens errive. 1 pulse definitely Teit wlod i e d

= Il possible opicid overdose,
administer nabomones il
avalable per proloosl

within 10 seconds?

Mo breathing
or anly gasping,
pulse not felt

By this time in all S08Narios, amengsncy
response system or beckup is activated,
and AED and emengency equiprment ans
r retrigwad Or SmIeone iS retrisving them
Start CPR

= Perform cycles of 30 compressions

and 2 beeaths.
= U=ze AFD &= =00n &8s il is availlable.

!

[ AED arrives. ]

Check rhythm.
Shockable thythm?

Yes, Ho,
shockable nonshochkable
= Give 1 shock. Resume CPR « Resume CPR immedistaly for
mmediately Tor 2 minutes 2 minutes juntil prompied by AED
L prempled by AED Lo silow Lo Bl rivy LR elheck).
e checkl « Continue until ALS providens take
= Continws until ALS providers take OWEr OF WiClim SLars Lo mowe

owver o wiclin starts o move.

& 2020 Armerican Heart Association




P8l RESPONSE CHECK
=

RESPON

.4 e UNRESPONSIVE




8 L, T s R g
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Circulation

.l. I e

Breathmg

Secara bersamaan
Look, Listen, Feel
( < 10 detik)




AIRWAY




TRIPLE RIRWRY MANEUVER

CHIN LIFT

GLOTTIC
OPENING

EPIGLOTTIS




SINCE NECK MAY BE INJURED,
DO NOT USE NORMAL METHOD
OF OPENING AIRWAY ...

USE MODIFIED JAW THRUST




Triple Airway Maneuvre (ideo)







Teknik Insersi Oropharyngeal Airway




PIPA NASOFARING ( NPA — NASOPHARYNGEAL AIRWAY)

19 MEK-RP]






Trachealtubus in situ
Tracheal tube in situ
Sonde tracheéale in situ




Malampati

Class | soft palate, uvula, Class ii: soft palate, R
tauces, pellary visible uvila. favces wvsible

No dittcuity No citiculty

Class 11l soft palate, base
of uvwuia visible

Modaralo difficulty




/Epiglo'rtis




Endotracheal IntubationM < X
b i, l‘




LMA ( LARYNGEAL MASK AIRWAY )

The LMA™ Range




BREATHING |
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=Memastikan ada/tidaknya denyut nadi carotis

*Memberikan kompresi/tekanan/pijatan pada dinding
dada untuk membuat jantung berkontraksi kembali

=Indikasi RJP = Henti jantung dan henti nafas



LANGKAH RJP DEWASA

Evaluasi Nadi / Tanda - Tanda Sirkulasi

= Berikan posisi head tilt, tentukan letak
jakun atau bagian tengah tenggorokan
korban dengan jari telunjuk dan tengah.

= Geser jari anda ke cekungan di sisileher

yang terdekat dengan anda (Lokasi nadi
karotis)

= Tekan dan raba dengan hati-hati nadi
karotis selama 10 detik, dan perhatikan
tanda-tanda sirkulasi (kesadaran, gerakan,
pernafasan, atau batuk)

FADAM

Jika ada denyut nadi maka dilanjutkan
dengan memberikan bantuan
pernafasan, tetapi jika tidak ditemukan
denyut nadi, maka dilanjutkan dengan
melakukan kompresi dada






TITIK TUMPU KOMPRESI

CPR TRAINING

We 128 Campressions
MNisete

v ! -

Recommendations for Positioning and Location for OPR

1. When providing chest compressions,

gne hand on the center {midde) of
the victim's chest {the lower half of the

stermn al = e other ha
e the first so that the hands are
ovarlapped.

2. Resuscitation should generally be
conducted where the victim is found,
as long as high-quality CPR can be
administered safely and effectively in that
location.

3. his preferred to perform CFR on a firm
surface and with the victim im

“posiian, when feasible.

4. When the victim cannot be placed in the
supine position, it may be reasonable for
rescuers to provide CPR with the victim
in the prone position, particularly in
hospitalized patients with an advanced

airway in placa.

Recommendations for Compression Depth and Rate

1. Dwring manual CPR, rescuers should
perform chest compressions to a depth
ofatiesst 2 inches or Som foran,

chest compression depths {greater than
2.4 inches, or b cm).

. I adult victims of cardiac arrest, it is
reasonable for rescuers to perform dhest
compressions at a rate of 100 to 1200min.

3. It can be benefidal for rescuers to
awaid leaning on the chest batwean
compressions to allow complete chest
wall recoil for adults in cardiac arrest.

4. It may be reasonable to perform chest
compressions 50 that chest comprassion
and recoilirelaxation times are

approximately equal.

4






Recommendations for Compression-to-Ventilation Ratio: ALS

1. Before placement of an advanced airway
(supraglottic airway or tracheal tube),
it is reasonable for healthcare providers
to perform CPR with opcles of 30
compressions and 2 breaths.

Za

2. It may be reasonable for EMS providers
to use a rate of 10 breaths per minute (1
breath every 6 s) to provide asynchronous
ventilation during continuous chest
compressions before placement of an
advanced airway.

3. i an advanced airway is in place, it may

be reasonable for the provider to deliver
2b CAD 1 breath every & s (10 breaths/min) while
continuows chest compressions are being
performed.

4. It may be reasonable to initially

use minimally interrupted chest
2b CAD comipressions (ie, delayed ventilation)
tar witnessed shockable OHC A as part
of a bundle of care.




Adult Cardiac Arrest Circular Algorithm

Start CPR
* Give oxygen
* Attach monitor/defibrillator

Return of Spontaneous

2 minutes Circulation (ROSC)

Therapy
IV/IO access

every 3-5 minutes
Amiodarone or lidocaine
for refractory VF/pVT

Monitor CPR Qua\'\‘.‘;

® 2020 American Heart Assoclation

CPR Quality

* Push hard (at least 2 inches [5 cm]) and fast {100-120/min) and
allow complete chest recoil.

* Minimize interruptions in compressions.

* Avoid excessive ventilation.

* Change compressor every 2 minutes, or sooner if fatigued.

* If no advanced airway, 30:2 compression-ventilation ratio.

* Quantitative waveform capnography
— If PETCO, is low or decreasing, reassess CPR quality.

Shock Energy for Defibrillation

* Biphasic: Manufacturer recommendation (eg, initial dose of
120-200 J); if unknown, use maximum available. Second and
subsequent doses should be equivalent, and higher doses may
be considered.

* Monophasic: 360 J

Drug Therapy

* Epinephrine IV/IO dose: 1 mg every 3-5 minutes

* Amiodarone IV/10 dose: First dose: 300 mg bolus. Second
dose: 150 mg.
or

* Lidocaine IV/10 dose; First dose: 1-1.5 mag/kg. Second dose:
0.5-0.75 mg/kg.

Advanced Airway

* Endotracheal intubation or supraglottic advanced airway

= Waveform capnography or capnometry to confirm and monitor
ET tube placement

* Once advanced airway in place, give 1 breath every 6 seconds
(10 breaths/min) with continucus chest compressions

Return of Spontaneous Circulation (ROSC)

* Pulse and blood pressure

* Abrupt sustained increase in PETCO; (typically 240 mm Hg)

* Spontaneous arterial pressure waves with intra-arteria!
monitoring

Reversible Causes

* Hypovolemia * Tension pneumothorax

* Hypoxia = Tamponade, cardiac

* Hydrogen ion {acidosis) * Toxins

* Hypo-/hyperkalemia = Thrombosis, pulmonary
-

* Hypothermia Thrombosis, coronary




Cardiac Arrest in Pregnancy In-Hospital ACLS Algorithm

Continue BLS/ACLS
* High-guality CPR
= Defibrillation whenindicated
= Other ACLS interventions
{2g. epinephrine)
¥

I\ Assemble maternal cardiac arrest team _/I

Consider etiology
of arrest

kL | L 4

Perform maternal interventions Perform obstetric

* Perform airway management interventions

= Administer 1009 O, avoid * Provide continuous lateral
excess ventilation uterine displacement

* Place IV above diaphragm + Detach fetal monitors

+ [f receiving IV magnesium, stop and * Prepara for parimortem
give calcium chloride or gluconate cesarean delivery

v ¥

Continue BLS/ACLS Perform perimortam
* High-quality CPR casarean delivery
« Defibrillation when indicated * [fno ROSC in & minutes,
« Other ACLS interventions consider immediate
\ {eq. epinaphrine) perimortem cesarean delivery

¥

I\‘_Naonatd team to receive necnate _j}

B 2020 American Heart Association

Maternal Cardiac Arrest

# Team planning should be done in
collaboration with the obstetric,
neonatal, emergency,
anesthasiology, intensive carna.

and cardiac arrest services.

Priorities for pregnant women

in cardiac arrest should include

provision of high-guality CPR and

relief of aortocaval compression with
lateral uterine displacement.

+ The goal of perimortem cesarean
delivery is to improve maternal and
fetal cutcomes.

* |deally. perform perimortam cesarean
delivery in 5 minutes, depending on
provider resources and skill sets.

* |In pregnancy. a difficult ainvay
is common. Use the mast
experienced provider.
* Provide endotracheal intubation or
supraglottic advanced airway.
Perform waveform capnography or
capnometry to confirm and monitor
ET tube placemeant.
* Once advanced airway isin place,
give 1 breath every 6seconds
{10 breaths/min) with continuous
chest compressions.

Potential Etiology of Maternal
Cardiac Arrast

A Anesthetic complications

B Bleeding

C Cardiovascular

D Drugs

E Embaolic

F Fewver

G General nonobstetric causes of
cardiac arrest [H's and T's)

H Hypertension




Pediatric Basic Life Support Algorithm for Healthcare Providers—2 or More Rescuers:

rf—"-\.
[ werity scene safety. |

= Check lof responsivernsSss.

= Skl for nearby help.

= Firsi rescuss remans with the chid
Second rescuer activales emengency’
response system and retrieves the

AED and emergency squipmeant. |
‘ y

Lo Tor ns breathing
o anly Gasping and chack
pulse [sirmuitaneousiyl.
I2 pulze definitely Telt
within 10 seconds?

MHa narmal
bBreathing,
pulse felt

= Prowide rescuee breathing,
1 breath every 2-3 Seconds,
or about 20-30 brestfisimin.
= fgsess pulse rate lor no
misre than 10 seconds.

BMonitor undil

EMErgEency
BT e,

pulse felt

Mo breathing
or only gasping,
pulse not felt

R e T AT T o TS
bBresthing: check
pulse aboul
avery I minuies.

= Il i pulse, start

CPR

Wy

Start CPR
= First rescuer perfonms cycles of
30 compressions and 2 breaths.
= WEReN SRcond rescuer returms,
perform cycles of 15 compressions
and 2 breaths
= Use AFD &= s00n a8s il is availlable.

Shoackaible riwthm?
e, Ho,
shockable nonshockable
= Give 1 shock. Resume CPFR = Resume CPRimmediately for
Immeadiately for 2 minutes 2 minutes until prompled by AED
funtdl prompled by AED Lo allow Lo allow riy Thirm check).
gtk check) = Continue unldl ALS proveders Lake
= Continue until ALS providers take oves o the child stars to mowe.

= 2020 American Hear it Associakiom




Mulai CPR
- e dan
Pasang monitordefibriiator
Ya /.“{" N Tidak

Tidak

<

i

CPR 2 menit
* Epinefrin tiap 3-5 menit
= Pertimbangkan saluran
napas

J—

.~ Ritme dapat
diberi syok?

Tidak

4

ke 10

imn tiap 3-5 menit
n saluran

* Pertimbangka
napas Bnjutan dan
Lo kapnografi .

- ‘ > ¥a
Ritme dapat
diberi syok?

Tidak

(a1} =
' CPR 2 menit
Tangani penyebab yang
dapat dpushikan

* Jika tidak ada tanda-tanda sirkulasi
spontan kembal (ROSC), lanjutikan

= Jika ROSC, lanjutkan ke caftar
Pasca-Hentl

periksa Perawatan
Janwing

= Telkan kuat {2 ¥ car dismeter

anmeroposternion dada) dan cepat

(100-1 20¢menit) gan biarkan rekoil

dada sedaso

Minimalisir nterupss dalam

kompresi

Ganti kompresor tap 2 mens,

atau lebin awal jixa kelelahan

Jixa ticak ada saluran napas

lanjutan, rasso ventilasi-kompresi

152

* Jixa ada saduran nopas anjutan,
berikan kompresi terus-menerus
dan berikan napas setiap 2-3 detik

Energi Syok untuk Defibrilasi

* Syok pertama 2 Jkg

* Syok kecua 4 Mg

* Syok seterusnya >4 MVkg,
maksimum 10 Vkg atau dosis
cewasa

* Dosis IWIO epinefrin:
0.01 mg/kg (0.1 mLAg darl
konsantras 0,7 mgimi)
Dosis maks 1 mg.
Utangi tiap 3-5 merit
Jixa tidak ada akses 101V, boleh
mermbenkan dosis endotrakeal:
0.1 mgig (0,1 mb kg dari
honsentrasi 1 mgf/ml)

* Dosis IWIO Amiodarone:
5 mg/kg bolus selama henti
jantung. Dapat didang hinggs
3 dosis total untuk VF refratori/
VT tanpa demyut

atay
Dosis IWIO lidocaine:
Awal: Dosis pernuatan 1 mgihg

Saluran Napas Largutan

= Intubasi endotrakesl stau saluran
mapas lsrputan supragiotik

* Kapnografi golombang atau
kapnometri untuk mengonfirmasi
dan memantau penempatan
PCaET

Penycbab yang Dapat Dipulibhkan

Hipovolemia
Hiocksa

ion Hidrogen Iasidosis)
Hipoglikemis
Hipo-Nipaerkalemia
Hipotermia

Tensi pneurnotoraks
Tampanade, jantung
Toksin

Trombosis, paru
Trombosis, koroner

DR R R RN

© 2020 Amencan Heart Assoclation




Meonatal Resuscitation Algorithim

1 minute

Amtenstal counseing
Teeam briefing =nd squipment check

| Birth |
\ﬁ—’ J
Imfant stays with mother for rowtine
Term gestation? Ve care: warrm and maintain normal
Good tone? wiure, o mirweny, Clear
Breasthing or crying? secretions if needed, dry
Dngoing evalustion

>

Check che=st movement
Wentilaton comective steps if needed
ETT or kerymgesal mask if needed

Ha
HIR bedow BOmin?

Ye=

Intubiste if not alreasdy done:
Chest comprassions
Coordmnate with PPV

100% O,
ECG monibor
Consider emergency WC

HR below B0fmin?
=

I egirephrine:
If HR persistently below 8Qimin
Consider hypavalermis
Consider preunathoras

Position and clesr sirway
Spo, rmonitor
tbary Oy
Conmsider

Postresuscitation cane:

Team debriefing

1 rmin

2 rmin
3 rmin
4 rmin
B min

A0 min

B0 85
E5%-T0r%
T0%-7E5%
T5%-B0%
B B S

BEM-95%

D I0E0 Amarican Heart Ascociation




T

I Resusitasi tetap berlangsung
selama lase pasca-ROSC, dan
Kelola saluran napas barryak hal dari aktivitas ini dapat
Penempatan swal pips endotrakesd terjadi bersamaan, Akan tetapl jike

memariukan panentuan prioritas,
Isutl sangkan-langkah berswut.

Fase Mulai 10 sepasimenit * Mansjmmien ssluran smpas:
Stabaisasi SpG, 929%-98% Kapoograh getombang atau
Awal Paco, 35-45 mm Hg kapnometri untuk mengorfirmasi
dan memantau panempatan pipa
endotralosad
Kelola parameter hemodinamika * Keiob parmameter napas: TRrasi FIO.
m“mmﬂﬂ - untuk SpO, 92%-88%:; mui pada
mmm’“mm =) 10 rapasimenit; titrasi ke Paco,
* sebaryek 35-45 mm Hg
> * Kelols paremeter hamodinamibe
| Peroleh EXG 12 sadapan Bernkan krstalowt dandateg
L < VESORIeSSOr atau INOrope untuk

‘ Lekanan daran satoli sasaran

(]
o >80 mm Hg atau tekanan arteral >
Pertimbanghan imervensi janung potensial ji mean 65 mm Hg , 5 O r I m

= Terdapst STEMI | 5

B | -

= Bantuan sirkulasi mekanis dpenukan Axtivitas Potenslal Tambahan | 3 g
Evaluasi ini harus dilakukan secars i
~ barsamaan sehngga keputusan P a S C a

tentang manajemen suhu bertargeat
(TTM) menerima priceitas tnggl

Manajemen sebagal intervens! @ntung.
Berketanjutan - * Intervensi lantung potensial
dan Aktivitas Evaluas awal cari elektrokardiogram
Potensial 12 sadapan [EXG) pertimbangsan
Tambahan hemodinamika untuk keputusan

J tentang intervons jantung
* TTM: Jika pasien tdsk mengiost)
perintan, mulsi TTM sesegern
munghkin: muks pade 32-36°C selama
24 jam menggunasan pDerangiat
pendingnan dengan feachiack Vop
Manajemen parawatan kritis Binmye
= Pantaau subu inti terus-meanerus
lescfagesd, rekaal kermih)
= Pertahanikan normoses,
. DR RIS SARN A 4 normocapnia, suglycemia
- Lakuhan pamantauan
eluktroensefalogram (EEG)
terus-menenus atau berkala
- Berkan ventilss yang melndungl
pary

Hipovolemia

Hipoksia

lon Higrogen (asidosis)
Hipokaemiatiperkaiemia
Hipatermia

Tensl pneumotoraks
Tamponada, antung

ROSC

Trombosis. panu
© 2020 American Hoart Assocation Trombosis, koroner




Components of Post: rdiac Arrest Care

Oxygenation and ventilstion
Kisasure coygenation and tanget normoxemia 94%-99% (or chid's normal/appropriate ccygen saturation).
Measure and tanget Paco, appropriate to the patsent's underhying conditon o
and kmit exposure to sevens hypercapna or hypocapnia.
Hemodynamic monitoring
Sat specific hemodynarmes goals during post-cardiac arrest care and review daily. [}
Mionitor with candiac telemetry |
Miomitor artenal Hood pressure. m ]
MCntor Serum IBCctEts, unne cutput, and central VEenous Oxygen Saturation 1o help guede therapees. m ]
Uise parenteral fluid bolus with o without inotropes or vaSopressons to maintain & 0
systolc biood pressure greater tham the fifth percentile for age and sex.
Targeted termperature management (TTh]
Mizasure and continuously Monitor core temperature. a
Prevent and treat fever immedistely after armest and dunng rewarmng O
If patent is comatose apply TTM (327C-34°C) followed by (36°C-37.5°Cl or onty TTM (36°C-3 |
Prevent shivering. |
Mionitor blood pressune and treat Mypotension dunmg rewanming. ]
Meursmonitoring
If patient has encephalopathy and resources ans avallable, monitor with continuows electroencephalogram. m ]
Treat ssizures. =
Consider earty brain imaging to dagnoss treatable causss of cardac armest. m ]
Electrolytes and glucose
Mizasure Mood glucoss and avosd Mypoglycemia. m ]
Maintamn slectrolytes withen normal ranges o avwoed possible life-threatenng anmythmias. m ]
Sedation
Treat with sedatives and anxiolytscs. I =
Prognosis
Arevenys consider multiple modaltes (chnecal and other ower any single pradictiee factor [}
Hemember that assessments may be modified by TTAM or induced hypothermia |
Conssger slectroencephalogram in conmuncticn with cther fectons within the first 7 days after cardiac amest. m ]
Consider Nneurcimagng Such &5 Magnetc resonancs iImaging during the first 7 days. m ]




Tachycardia (With Pulse-Heart Rate >150)
I\V/O2/Monitor/VS/12 lead ECG are all helpful
|dentify and treat reversible causes, consider expert consultation
Determine if Stable or Unstable
Unstable with hypotension, altered mental status, signs of shock, chest pain, acute heart :
failure
o Sedate and Sync Cardiovert (Refer to device-specific recommendation)
o Synchronized Cardioversion: 75J, 120J, 150J
Stable - 1V, support, 12 lead ECG, and seek expert consultation
Determine if rhythm is Narrow or Wide, Requilar or Irreqular
o Narrow/Regular (possible SVT)
» Vagal maneuvers
» Adenosine (6 mg-fast-NS flush), May repeat @ 12 mg x2
o Rate control with diltiazem
o Wide/Regular (probably VT)
» Consider Adenosine 6 mg rapid IVP; follow with NS flush
» Amiodarone 150 mg/100 ml over 10 minutes, repeat as needed, follow by
maintenance of 1mg/min for 6 hours
» Procainamide 20-50 mg/min until arrhythmia suppressed, hypotension
ensues, QRS duration increases >50%, or max dose 17 mg/kg
» Consider expert consultation




Adult Tachycardia With a Pulse Algorithm

Assess appropriateness for clinical condition.
Heart rate typically =2150/min if tachyarrhythmia.

( Identify and treat underlying cause h
* Maintain patent airway; assist breathing as necessary
* Oxygen (if hypoxemic)
* Cardiac monitor to identify rhythm; monitor blood
. pressure and oximetry
* IVaccess
L- 12-lead ECG, if available

Y

Persistent
tachyarrhythmia causing:
ion? Yes
* Acutely altered mental status?
» Signs of

Doses/Details

Synchronized cardioversion:

Refer to your specific device’s recommended energy level to
maximize first shock success.

Adenosine IV dose:

First dose: 6 mg rapid IV push; follow with NS flush.

Second dose: 12 mg if required.

Antiarrhythmic Infusions for Stable Wide-QRS Tachycardia
Procainamide IV dose:

20-50 mg/min until arrhythmia suppressed, hypotension ensues,
QRS duration increases >50%, or maximum dose 17 mg/kg given.
Maintenance infusion: 1-4 mg/min. Avoid if prolonged QT or CHF.
Amiodarone |V dose:

First dose: 150 mg over 10 minutes. Repeat as needed if VT recurs.
Follow by maintenance infusion of 1 mg/min for first 6 hours.
Sotalol IV dose:

100 mg (1.5 mg/kg) over 5 minutes. Avoid if prolonged QT.

Synchronized cardioversion

* Consider sedation ‘

. lfregl.larnanowoomplex.
Coan B

p ~
If refractory, consider
* Underlying cause

Wide QRS? Yes <
>0.12 second =

Vagal maneuvers (if regular)
Adenosine (if regular)

B-Blocker or calcium channel blocker
Consider expert consultation

* Need toincrease
energy level for next

cardioversion
* Addition of anti-
Consider arrhythmic drug
= Adenosine only if * Expert consultation
regular and monomorphic
* Antiarrhythmic infusion
* Expert consultation

© 2020 American Heart Association
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Adult Cardiac Arrest Algorithm (VF/pVT/Asystole/PEA)

N
{ \
1

Start CPR
* Give oxygen
= Attach monitor/defibrillator

Yes Rhythm 2 No

Asystole/PEA

v
/a\) ’ Shock @\ e;n:es:n'nm
¥ .

SRz |

CPR 2 min

* IV/IO access

= Epinephrine every 3-5 min
= Consider advanced airway,

— - - | |

CPR 2 min
= Epinephrine every 3-5 min
= Consider advanced dirway,
capnography

Ve No
,\ Rhythm

= M no signs of return of
spontaneous circulation
ROSC).goto 100r 11

= fROSC.goto
:ou—CardocAnestCore

-

of continued resuscitation

© 2020 American Meart

CPR Quality

* Push hard (ot least 2 inches
{5 cmjl and fast (100-120/min)
and allow compiote chest recoil
* Minimize interruptions n
COMPressons.
Avoid excessive ventilaton.
Change COMPressor overy
2 minutes. of sooner if fatigued
= If noadvanced airway, 302
compression-ventilation ratio.
Quantitative waveform

caprography
— M PETCO, islow or docreasng.
reassess CPR quality.

Shock Energy for Defibrillation

* Biphasic: Manufacturer
recommendation (eg. initial
dose of 120-200 Jk if unknown,
use Mmaximum avadadle
Second and subsequent coses

doses may be considered.
= Monophasic 360J |

Orug Therapy

* Epinephrine IV/IO dose:
1 mg every 3-5 minutes

= Amiodarone IV/IO dose:
First dose: 300 mg bolus.
Second dose: 1SO0mg.

or
Lidocaine IV/IO dose:
Fastdose: 1-1.5
Second dose 0.5-075mgikg.

Advanced Airway

Once acvanced airway in place.
give 1 breath every 6 seconds
(10 breaths/min) with continu-
OUS Chest COMPressions

Return of Spontaneous
Circulation (ROSC)

i
i




Adult Cardiac Arrest Circular Algorithm

CPR Quality

* Push hard (at least 2 inches [5 cm)) and fast (100-120/min) and
allow complete chest recoil,

Minimize interruptions in compressions.

Avoid excessive ventilation.

Change compressor every 2 minutes, or sooner if fatigued.

If no advanced airway, 30:2 compression-ventilation ratio.
Quantitative waveform capnography

- If PETCO, is low or decreasing, reassess CPR quality.

Shock Energy for Defibrillation

* Biphasic: Manufacturer recommendation (eg. initial dose of
120-200 J); if unknown, use maximum available. Second and
subsequent doses should be equivalent, and higher doses may
be considered.

* Monophasic:360J

Drug Therapy

* Epinephrine IV/IO dose: 1 mg every 3-5 minutes

* Amiodarone IV/IO dose: First dose: 300 mg bolus. Second
dose: 150 mg.
or

* Lidocaine IV/IO d First dose: 1-1.5 mg/kg. Second dose:
0.5-0.75 mg/kg.

Advanced Airway

« Endotracheal intubation or supraglottic advanced airway

* Waveform capnography or capnometry to confirm and monitor
ET tube placement

* Once advanced airway in place, give 1 breath every 6 seconds
(10 breaths/min) with continuous chest compressions

Monitor CPR Qua\'\\\‘

Return of Spontaneous Circulation (ROSC)

« Pulse and blood pressure

* Abrupt sustained increase in PETCO, (typically 240 mm Hg)

* Spontaneous arterial pressure waves with intra-arterial
monitoring

Reversible Causes

* Hypovolemia * Tension pneumothorax
* Hypoxia * Tamponade, cardiac

* Hydrogen ion (acidosis) * Toxins

* Hypo-/hyperkalemia * Thrombosis, pulmonary
* Hypothermia * Thrombosis, coronary

© 2020 American Heart Association




Pediatric Tachycardia With a Pulse Algorithm

Probable sinus
Lachycardia il
= Pwaves presentinormal
= ‘ariable RR interval
= Infani rate usually <230 min
= Child rate usually <180 min

Search far
and breal cause,

Harrow
[=0.09 sae)

Probable Mpﬁv!nuiﬂuhf
Lachyeardia
= Pwaves absentlabnornms
« RRinterval not varable
« Infantrate ususlly = 2200min
« Chilet rate usually =1B0min

/-' HIVAI0 access s present,
give adenosine
or
= W0 access ot
availabie, of if adenosine
i inaffective, parform
mmll&d cardiowersion

-

& 3020 Amaerican Heart Association

| Passible ventricular

- Hisioryof abrupt rate change |

Initial assesement and support
= Maintan patent airway; 25551 Dreathing & necassany
= Administer sxygen
= Cardiec monilor o identily riythm; monitor pulse,
bload pressure, and aximetry
= W0 access
s 13-Lead ECG il svailakbls

Evaluate rhythm
with 12-lead ECG
or manitor.

Cardiopulmanary
compromise?
s Aculely altered
mental status
= Signz ol shock

= Hy i

Wide
{>0.09 sac)

HNarrow
[=0.09 see)

Synchronized
cardioversion
B

01 mpitg
s [

[maximum sscond
doses 12 mg)

Wide
[>0.08 sac)

Prabable supraventricular
Lachycardia
< |« Pwaves absent/abnormal
= RR interval not variable
= Infant rale uswally =220min
= Child rate usualy =180min
| = History of abrupt rate changs |
- >

lachycardia

Synchronized
cardiaversion

Experl consultation

iz advized belare
additional drug
theragies.

e

I W0 aceess
is present, give

Adenosine.

Poasible ventricular
Lachycardia

I rhyrthim is regular and

Expert consultation
s rescommendad.




Bradycardia_(Heart rate <50/min)
* Maintain patent airway, assist breathing as necessary,
* [V /IO access, Monitor/VS,12 lead ECG are all helpful
If perfusion adequate, continue to monitor and observe for signs &
symptoms of poor perfusion (hypotension, altered mental status, signs
shock, chest pain, acute heart failure)
* Consider Atropine 1mg while awaiting pacer
(May repeat every 3-5 minutes for a max of 3 mg)
o If ineffective, begin pacing
» Prepare for TCP — use without delay for high grade AVB — 2" degree
type 2 to 3" degree
* Consider infusions of epinephrine 2 - 10 mcg/min or
Dopamine 5-20 mcg/kg/min while awaiting pacer or if pacer is
ineffective




Adult Bradycardia Algorithm

Assess appropriateness for clinical condition.
Heart rate typically <50/min if bradyarrhythmia.

/

Identify and treat underlying cause
* Maintain patent airway; assist breathing as necessary
* Oxygen (if hypoxemic)

. IV
. 12mifavwecdon'tdelaymefapy
» Consider possible hypoxic and toxicologic causes

i)

» Cardiac monitor to identify rhythm; monitor blood pressure and oximetry

Persistent
bradyarrhythmia causing:
* Hypotension?
* Acutely altered mental status?
* Signs of

Atropine
If atropine ineffective:

Consider: \|
* Expert consultation
» Transvenous pacing
© 2020 American Heart Association

Doses/Details

Atropine IV dose:

First dose: 1 mg bolus.

Repeat every 3-5 minutes.

Maximum: 3 mg.

Dopamine IV infusion:

Usualinfusion rateis

5-20 mcg/kg per minute.

Titrate to patient response;

taper slowly.

Epinephrine IV infusion:

2-10 mcg per minute infusion.

Titrate to patient response.

Causes:

* Myocardial ischemia/
infarction

« Drugs/toxicologic (eg,
calcium-channel blockers,
beta blockers, digoxin)

* Hypoxia

« Electrolyte abnormality
(eg, hyperkalemia)




Pediatric Bradycardia With a Pulse Algorithm

e

* Maintsin patent arway
* Assistbreathing with positive
pressure ventiation and oxygen

asnecessary
* Cardiac monitor Lo identily f
mmmw@m

v
Start CPR if HR <60/min
despite oxygenation and
ventilation.

Bradycardia
\pemism

o

Continue CPR if HR <50/min
WAO access

e
Atropine lor Increased vagal

tone o primary AV biock Epinephrine IV/10 dose:
Consider transthoracic/ (0.1 mLfkg of the:

ncentration)

Atropine IV/10 dose:

0.02 mg/kg. May repest once.
Minirmum dose G1 mg and
musxirmum =ngle dose 0.5 mg

= Hypothermia
Hypoxia




BLS Termination of Resuscitation

Arrest not witnessed by emergency medical services personnel
No return of spontaneous circulation (before transport)
No AED shock was delivered (before transport)

I

If all criteria are present, If any criteria are missing,
consider termination | continue resuscitation
of resuscitation ) \ and transport

© 2020 American Heart Association

ACLS Termination of Resuscitation

Arrest not witnessed
No bystander CPR
No return of spontaneous circulation (before transport)
No shock was delivered (before transport)

\

If all criteria are present, If any criteria are missing,
consider termination continue resuscitation
of resuscitation and transport

S 5/

© 2020 American Heart Association



“KEEP THE PATIENT ALIVE *

CPR is as easy as

C-A-B

Compressions  Airway Breathing
Push hars end fast TiL the wictim's heod Giet MOutn - meuh
on !o cemer of back, and It tha chin roscuo besaths
the victis's chast. 10 cpen S Wiy,

-
Amerncan Heant

G =) Thank You
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